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D
emand for critical care medications dramatically
increased during the COVID-19 pandemic, par-
ticularly for patients needing prolonged intu-
bation and deep sedation. Propofol 1%, being the

preferred sedation drug in this setting, was in high demand,
creating a drug supply disruption for many hospitals
throughout the United States. The propofol shortage is still
ongoing. In response, the Food and Drug Administration
(FDA) issued an emergency use authorization for the use of
double concentrated propofol 2% (Propoven). Clinicians
should be aware of the key similarities and differences
between these two formulations of propofol. Both propofol
2% and 1% contain the same active drug, formulated in a
lipid emulsion, white in color, and come in 100 mL clear
glass vials. Given these similarities, a look-alike mix up may
occur if both agents are available, increasing the risk of an
unintentional overdose.

Propofol 2% differs from propofol 1% in several ways,
including its lack of ethylenediaminetetraacetic acid
(EDTA), which is an antimicrobial agent added to propofol
1% to decrease bacterial growth in this lipid-rich medication.
A study evaluating the potential for bacterial growth in pro-
pofol 2% found that, when contaminated directly, propofol
2% allowed bacterial growth. However, when drawn aseptic-
ally into syringes, no bacterial growth was found after 24
hours.1 Given the lack of antimicrobial additive and the
potential for bacterial growth, strict aseptic techniques must
be used when administering propofol 2%, and it is recom-
mended that both medication and infusion tubing be dis-
carded every 12 hours.2

In contrast to propofol 1%, which contains only long-
chain triglycerides, propofol 2% contains both medium- and
long-chain triglycerides. In animal studies, continuous

infusions of medium-chain triglycerides in pregnant subjects
have been shown to increase the risk of fetal neural tube defects
and embryo abnormalities. Given this potential risk of fetal
harm, propofol 2% should not be used for pregnant patients
unless no other FDA-approved medication is available.2

Propofol 1% is prepared in a 10% intralipid emulsion, con-
taining 0.1 g fat/mL. Propofol 2% has half the lipid load when
compared to propofol 1%, which likely accounts for its lower
incidence of hypertriglyceridemia after prolonged infusions.
One study comparing serum triglycerides after 2-, 4-, and 6-
hour infusions of 1% and 2% propofol found a significant
increase in serum triglycerides with propofol 1% and no
increase with propofol 2%.3 Another study evaluated the inci-
dence of hypertriglyceridemia after prolonged propofol infu-
sions in the critical care setting and found an incidence of 3.9%
with propofol 2% compared to 20.4% with propofol 1%.4

Propofol 2% is manufactured in Germany and its bar-
codes may not work correctly with US scanning systems.
Special care must be taken at each facility to properly label
each vial to ensure that the correct medication concentration
is being used.5 Propoven 2% is approved for use in the
European Union but not in the US. The barcode used is an
international code, and there are no plans to change the cur-
rent Propoven 2% barcodes (A. Lindsey, personal communi-
cation). Additionally, propofol 2% should be added to both
infusion pump and electronic health record libraries to
decrease the incidence of medication errors.6

With the similarities and key differences between formu-
lations of propofol 2% to propofol 1%, and the recent emer-
gency use authorization of this new double concentrated
formulation, understanding of these issues is critical to help
to minimize the risks that may be associated with the new
formulation.
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